To compare patients' and physicians' visit-specific satisfaction in an internal medicine outpatient setting, and to explain their respective views.
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n contemporary medicine, satisfaction is a widely used indicator of the quality of inpatient as well as outpatient care. In studies concerning quality of care, patient satisfaction is usually taken into account, while physicians' opinions are considered less often. Suchman et al. 1 stated, though, that physician satisfaction offers important explanatory and evaluative insights into the patient-doctor relationship and the process of medical care. In addition, Fairhurst and May 2 argue that "what is valuable about the consultation may be hidden from the patient (…)." Therefore, they suggest taking account also of the doctors' perspective on the interaction with their patients. Although some studies have considered physicians' satisfaction with provided care, 1,3-11 only a few have explicitly examined whether patients' and physicians' visit-specific satisfaction are congruent. [12] [13] [14] [15] The latter studies were conducted in general practice [12] [13] [14] and an internal medicine outpatient clinic. 15 In two studies, 13, 14 patients and physicians were both highly satisfied with the encounter, whereas in others, patients' satisfaction levels exceeded those of physicians. 12, 15 Even if both patients and doctors had high judgments on average, ratings were not necessarily correlated. 13, 14 In all but one study, 12 however, questions for patients and physicians were not fully comparable.
The purpose of the current study was, first, to compare patients' and physicians' visit-specific satisfaction with the same consultation in an internal medicine outpatient setting. Second, we wanted to explain (dis)agreement by gaining insight into the factors predicting patients' and physicians' satisfaction.
The selection of predictors of satisfaction was mainly based on the literature on patient satisfaction, [16] [17] [18] as few studies have investigated predictors of physicians' visitspecific satisfaction. Three types of predictors were considered. First, we looked at patient-related variables. Though studies show conflicting results, we hypothesized that satisfaction is associated with patient characteristics such as age and gender, educational level, ethnic background, and physical and mental health. Also, we included patients' preference for information, their preference for participation in decision making, and their self-efficacy (i.e., the confidence that one can successfully take appropriate and meaningful action) in communicating effectively with the physician. Second, we considered visit-specific characteristics. We hypothesized that the patient's acquaintance with the physician, waiting time before the consultation, and consultation length are possible predictors of satisfaction. In addition, the reason for this particular visit and the sequential number of the visit within the consultation schedule were taken into account. Third, associations between satisfaction and physician-related characteristics such as age and gender, physicians' professional attitudes toward patients, and perceptions of their ability to be communicatively responsive to their patients were explored.
METHODS

Design and Sample
This study took place at the outpatient division of an academic teaching hospital in Amsterdam, The Netherlands. All physicians working in the departments of general internal medicine, rheumatology, or gastroenterology were invited to participate between August 2001 and August 2002. Consecutive patients having a follow-up appointment with these physicians were contacted by letter 1 week prior to their scheduled appointment. Patients were eligible if they were able to speak, read, and write Dutch and were willing to provide written informed consent.
Participating physicians completed a baseline questionnaire on a single occasion, assessing their background characteristics. Participating patients were asked to complete a baseline questionnaire prior to the encounter. Immediately after the encounter both patients and physicians completed a short questionnaire. As we recruited patients who shared the same physician, assessments of patients were interdependent. This can be accounted for through multilevel analyses, which require at least 30 physicians to reliably estimate physician-related characteristics. 19 Considering the number of predictors to be used, our aim was to recruit 10 patients per physician, resulting in a total of 300 cases.
Measures
Satisfaction. The Patient Satisfaction Questionnaire (PSQ) 20, 21 was used to measure patients' satisfaction following the consultation. It consists of 5 items measuring patients' satisfaction with 1) the way their needs were addressed, 2) their active involvement in the interaction, 3) information received, 4) emotional support received, and 5) the interaction in general. Answers were given on Visual Analogue Scales (VAS) ranging from 0 to 100 (see Appendix available online at http://www.jgim.org). An overall satisfaction score was obtained by averaging the responses to the 5 questions.
Internal reliability (Cronbach's α ) of the PSQ in this study was 0.90. The questions of the PSQ were adapted to make them applicable as a measure of physician satisfaction. For example, the question "How well did the doctor address your needs?" was modified to "How well did you address the needs of this patient?" The Cronbach's α of this physician version of the PSQ was 0.87.
Corrected item-total correlations, indicative for internal validity, varied between 0.67 and 0.81 for patients' satisfaction and between 0.56 and 0.82 for physicians' satisfaction. Corrected item-total correlation of the item covering satisfaction with the interaction in general was high for both scales (0.81 and 0.82, respectively).
Patient Characteristics. Patients' sociodemographic characteristics such as age, gender, education, primary language, and type of health insurance were included in the baseline questionnaire.
Preference for a certain level of detail in information was measured with a 10-point rating scale, 22 ranging from 1 ("prefer as little information as possible") to 10 ("prefer all information there is"). Given the skewness of the data, the scale was dichotomized. The first 9 response options were scored as "do not prefer as many details as possible," the tenth as "prefer as many details as possible." Patients' preferred level of participation in decision making was measured using four 5-point rating scales ranging from giving the physician full responsibility for decision making (1) to the patient wanting full responsibility themselves (5) . 23 The items covered preference for participation in decision making about treatment, diagnostic examination, life style, and self-monitoring of health. Principal component analysis showed that 1 factor accounted for 64% of the total variance. Hence, the 4 items were summed up, resulting in one overall score for the preference for participation in decision making (range 4 to 20, Cronbach's α 0.81).
Patients' self-efficacy in obtaining medical information and physicians' attention to their medical concerns was assessed with the Perceived Efficacy in Patient-Physician Interactions (PEPPI). 24 The PEPPI consists of 10 items, each beginning with "How confident are you in your ability to.…" Subjects responded to each question on a scale of 1 ("not at all confident") to 5 ("very confident"). For the current study, the PEPPI was translated into Dutch, following a forward-backward procedure. The Cronbach's α coefficient in the present study was 0.95.
Health-related quality of life was assessed with the Dutch Standard Version of the Short-Form (SF-12) Health Survey, 25 a validated instrument consisting of 12 items designed to assess the patients' views about their physical and mental state. Two subscales, concerning physical component score (PCS) and mental component score (MCS), are computed using standard algorithms.
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Visit Characteristics. Acquaintance with the physician was assessed by asking patients how many times they had visited this physician before. Patients' reason for the encounter was assessed by asking them whether they attended the physician 1) for a routine visit, 2) to get results of an examination, 3) to evaluate treatment, 4) because of increased disease symptoms, and/or 5) for another reason. The sequential number of the visit within the consultation schedule was noted, because we hypothesized, for instance, that a physician may communicate differently with the 15th patient on his schedule compared with the 1st patient. Waiting time was determined by extracting the starting time of the encounter from the time the appointment was scheduled. Duration of the visit represents the number of minutes the patient was inside the consulting room.
Physician Characteristics. The physicians' baseline questionnaire included background characteristics such as age and gender, level of "seniority" (staff physician or resident), specialty, experience (number of years in practice, including years as a resident), workload (mean number of work hours per week), and current routine in outpatient encounters (number of visits per week). Physicians' professional attitude was assessed with a shortened version of the Doctor-Patient Scale, 26 ,27 the respondent expressing agreement or disagreement with statements on a 5-point scale. The scale was devised to measure physicians' attitudes toward patients and the doctor-patient relationship in terms of patient versus doctor centeredness. 27 For reasons of practicality we reduced the original 48-item questionnaire to 10 items, on the basis of face validity. After reliability analysis 6 items were retained. The scales' Cronbach's α coefficient was 0.69. Physicians' perception of their ability to be communicatively responsive in caring for their patients in general was measured by the Communicative Responsiveness Scale. 28 The scale consists of 4 items, and responses were given on a 5-point Likert scale. The scale's Cronbach's α coefficient in this study was 0.70.
Statistical Analyses
To determine differences between participants and nonresponders, we used Fischer's exact tests for physicians, and χ 2 tests and Student's t tests for patients. In the analysis of satisfaction, dependencies between patients who shared the same physician were accounted for by applying multilevel analyses. In this way we distinguished two levels of analyses: between-and within-physician level. First, we checked the need for two levels of analysis by comparing the fit of an empty model-without any explanatory variables included-using a fixed intercept with an empty model using a random intercept ( χ 2 test). Regarding patients' overall satisfaction, the amount of variance at the physician level was not significant. Hence, patient satisfaction appeared not to depend on the physician visited. For physicians' overall satisfaction, however, the amount of variance at the physician level was significant, indicating that physician ratings of satisfaction with their encounters with individual patients were not independent. For unity of presentation, both patient and physician satisfaction were analyzed using multilevel analysis. Correlations between patients' and physicians' overall satisfaction were calculated to determine patient and physician agreement. Because of the multilevel structure of the data, there were two correlations, one at visit level and one at physician level. A positive correlation at visit level indicates that if a physician is more satisfied with a consultation, the patient is so as well, and vice versa. A positive correlation at physician level indicates that "on average" a more satisfied physician encounters "on average" more satisfied patients, and vice versa.
Multilevel regression modeling was used to determine predictors of patients' and physicians' overall satisfaction. Analyses were performed for patient and physician satisfaction separately. To reduce the number of predictors, we first carried out multiple regression analyses for the patient-related variables, using a backward selection method. A liberal level of significance of 0.15 was used, in order not to miss predictors that might turn out to be important in the final model. We did the same for visit-specific and physician-related variables. In this way we retained 4 possible predictors for the analysis of patient satisfaction and 10 for physician satisfaction. Subsequently, all preselected independent variables were added blockwise to the final model. For physician satisfaction we additionally checked the final model for random slopes, but the variance of the slopes consistently turned out to be not significant. The level of significance was set at 5%. Throughout, random effects and fixed effects were tested two-sided through likelihood ratio or deviance tests and Wald tests, respectively. 29 Analyses were performed using SPSS for Windows 11.5.2 (SPSS Inc., Chicago, Ill) 30 and MLwiN (London, UK).
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RESULTS
Participants
Of the 37 physicians invited to take part in the study, 30 (81%) consented. All nonparticipating physicians were staff members (100% vs. 50%; P = .03). No other differences between participating and nonparticipating physicians were found. Of the 30 participating physicians, 455 eligible patients were invited to participate, of whom 330 (73%) gave consent (mean 11 patients per physician; range 3 to 18). Nonparticipating patients did not differ from participants in age or gender, but were more likely to be attending the department of general internal medicine or rheumatology, and less likely to be attending the department of gastroenterology (nonresponse 31%, 32%, and 18%, respectively; χ 2 = 7.2, P = .03).
Forty-two percent of the participating patients were male; the average age was 53 years (Table 1) . Patients' selfreported diseases included conditions such as diabetes ( n = 49), hypertension ( n = 27), and rheumatic ( n = 50) and gastrointestinal diseases ( n = 89). Some of the patients ( n = 71, 22%) reported they had not received a diagnosis yet. Characteristics of visits and participating physicians are displayed in Tables 2 and 3 .
Patients' and Physicians' Satisfaction
Patients' and physicians' visit-specific satisfaction are presented in Table 4 and Figure 1 . Physician satisfaction was substantially lower than patient satisfaction, both at item level and at overall satisfaction level. The correlation of patients' and physicians' overall satisfaction ( n = 327) was 0.28 ( P < .001), indicating a "medium-sized" association. 32 The correlation at physician level ( n = 30) was not significant, that is, the mean satisfaction of a physician was not associated with the mean satisfaction of his or her patients.
Factors Predicting Satisfaction
Predictors of patient and physician satisfaction are shown in Table 5 . Patients were more likely to be satisfied with the encounter when they perceived themselves to be more efficacious in obtaining medical information and physicians' attention to their medical concerns ( P < .001). Patients' satisfaction was not associated with background characteristics such as their age, gender, educational level, primary language, and physical or mental health. Also, patients' preference for information and for participation in medical decision making did not predict their satisfaction ratings. None of the visit-specific variables were associated with patient satisfaction, and neither were the physician-related variables except for physicians' female gender ( P < .01). This model explained 27% of the variance in patients' satisfaction. Higher physician satisfaction was associated with patients' higher educational level ( P < .05), their primary language being Dutch ( P < .001), better mental health ( P < .05), and patients' preferences for receiving less than full information ( P < .05). This model explained 19% of the visit level variance in physicians' satisfaction. Physician satisfaction was not predicted by patients' physical health, self-efficacy, or preference for participation in medical decision making. Furthermore, neither visit-specific variables nor physician-related variables were associated with physician satisfaction.
As the relationship between patients' satisfaction and their previsit self-efficacy was strong, we determined post hoc which variables were associated with patients' selfefficacy. Higher scores on self-efficacy were associated with patients' older age ( r = .17, P < .01), better physical ( r = .13, P < .05) and mental health (r = .27, P < .01), higher information need (r = .14, P < .05), and a higher number of prior visits with this physician (r = .13, P < .05). Two of these variables, age and number of prior visits, had significant bivariate correlation with patient satisfaction (r = .18, P < .01 and r = .13, P < .05, respectively).
DISCUSSION
This study compared patients' and physicians' visitspecific satisfaction in an internal medicine specialist setting. Patients' satisfaction was considerably higher than physicians' satisfaction, and the correlation between patients' and physicians' ratings was medium-sized. Patients' satisfaction was largely determined by their previsit self-efficacy in communicating with their physician and by physicians' gender, whereas physicians' satisfaction was mainly predicted by patients' educational level, primary language, mental health, and preference for information. It appears that physicians were more critical of the quality of their communication than patients. This finding is consistent with other studies. 3, [10] [11] [12] 15 The correlation between patients' and physicians' ratings was not high, which indicates that patients and physicians actually judged the consultation differently. Some other investigators have found no significant correlation between patients' and physicians' satisfaction ratings. 13, 14 Of interest, as mentioned in Methods, patient satisfaction was independent of the physician visited, whereas a physician's satisfaction ratings were not independent from each other. Patients may not have varied greatly in their ratings because they usually have little reference material to judge their physician, as patients see their physician infrequently and generally meet few different specialists. By contrast, physicians encounter many patients daily, which enables them to compare visits. Moreover, it is possible that there actually was little difference between physicians in their delivery of care. In that case all physicians were equally good (or bad), as reflected in the patients' ratings, but some physicians judged their encounters more critically than others. We adapted the Patient Satisfaction Questionnaire to also measure physicians' satisfaction, in order to be able to compare patients' and physicians' ratings. Although internal reliability of both versions was high, physicians may have interpreted questions differently. For both the patients' and the physicians' scale, however, an underlying "satisfaction" dimension is suggested by the high corrected item-total correlation of the item about satisfaction with the interaction in general, indicating that both scales consider relevant aspects of satisfaction.
Patients and physicians may have different perceptions of the consultation process, as a result of different expectations and demands. In a study by Laine et al., 33 for example, patients and physicians agreed that the most crucial element of outpatient care is clinical skill, but they disagreed about the relative importance of other aspects of care; particularly, patients found provision of information far more important than physicians. Likewise, in a general practice setting, aspects of the doctor-patient relationship and provision of information were rated and ranked higher by patients than by doctors. 11 The dissimilar predictors determining patients' and physicians' satisfaction in our study seem to confirm that patients and physicians actually form their opinion about a consultation using different criteria. The higher patients perceived their self-efficacy in obtaining medical information and physicians' attention to their medical concerns, the more satisfied they were after the visit. Patients' satisfaction as well as self-efficacy had a bivariate association with patients' age and number of prior visits to this physician. Although the associations were small, they might indicate that the well-known relationship between patients' satisfaction and age and patient-physician acquaintance is in part mediated by a higher confidence of these patients in their ability to communicate with the physician. As self-efficacy is an important predictor of actual behavior, 34 it would be interesting to determine whether these patients actually communicate in a more participatory way with their physicians as compared to patients with lower self-efficacy. An additional line of inquiry would be to determine whether patient participation can be enhanced by enhancing self-efficacy. Patient satisfaction was also related to physician gender. Some earlier studies also found patients of female physicians to be more satisfied, 35 -38 but other studies did not. 14,39 -41 A recent systematic review 42 revealed that visits with female physicians tend to be longer than those with male physicians. In our study, however, the mean visit duration of both male and female physicians was 13 minutes. Furthermore, the review showed that female physicians tend to use more "patient-centered" behavior, such as active partnership behaviors, use of emotional talk, and active enlistment of patient input, than do male doctors. Whether these gender differences also occur in our study awaits further investigation.
In contrast with other studies, patient satisfaction was not associated with perceived physical or mental health state. This could be due to the timing of satisfaction assessment. Jackson et al. 17 showed that patient satisfaction ratings immediately after a consultation were primarily affected by doctor-patient communication, whereas satisfaction ratings 2 weeks and 3 months after the consultation were related to medical outcome, such as health status. Patients' previsit preference for participation in medical decision making in our study was also not associated with patients' satisfaction ratings. This is in line with findings of Gattellari et al., 43 whereas Golin et al. 44 found that diabetic patients who desired greater participation in medical decision making were more satisfied with the visit. Physicians seemed to be more comfortable seeing an "easy patient": a person who is well-educated, whose primary language is Dutch, who does not want to be fully informed, and has good mental health. These latter associations are in accordance with Suchman et al., 1 who found patients' nondemanding, cooperative nature to be an independent component of physician satisfaction, and who found patients' emotional distress-as rated by the physician-to be associated with lower physicians' satisfaction. This may suggest that physicians fail to meet their own standards of care with lower-educated, demanding, or distressed patients. It would be worthwhile to pay further attention to physicians' difficulties in communicating with these specific groups of patients. Notably, physicians in our study appeared to find difficulty in communicating with patients whose primary language was not Dutch, generally being patients from a different ethnic background. Patients were only eligible for this study when they were able to speak, read, and write Dutch; thus only a selective, relatively skilled group of patients from a different ethnic background took part. Further research in the field of communication with these patients is warranted. Visit characteristics such as waiting time, duration of the consultation, and the reason for visiting the physician were not associated with either patients' or physicians' satisfaction. This suggests that satisfaction reflects the patient-physician relationship more than the context of the visit. Some studies 10, 14 have found a significant relationship between patient satisfaction and waiting time. In these studies, however, waiting time was a self-reported variable, reflecting patients' perceptions of how long they had been waiting, whereas in the present study actual waiting time was used. Physicians participating in this study were residents and specialists in general internal medicine and two subspecialties: rheumatology and gastroenterology. Hospitalbased (general) internists in The Netherlands function more like specialists as compared to the general internists in the United States. On the other hand, Dutch (sub)specialists, such as rheumatologists and gastroenterologists, are also general internists and may have a more general view than U.S. subspecialists. Almost 60% of the visits in this study were routine follow-up visits, which may make findings generalizable to U.S. general internist visits.
Some limitations of the study should be noted. First, although questionnaires were filled out anonymously, satisfaction ratings might have been biased by response tendencies. Physicians had to judge their own behavior, and accordingly they may have been more critical, based on social desirability considerations. Patients, on the other hand, judged their physician, on whom they are dependent for receiving care. This is regarded as one of the reasons why high levels of patient satisfaction are a common finding in satisfaction research. 18, 45 Second, although the response rate of physicians in our study was satisfactory (81%), all nonresponding physicians were staff physicians, which could have influenced satisfaction ratings. The explained variance in satisfaction in our study was high compared with other studies. 17 Still, it is possible that other factors, particularly the interaction process, contributed to both patient and physician satisfaction. Several studies have shown that patients' satisfaction is related to verbal and nonverbal behaviors during the visit, but results have been conflicting. [46] [47] [48] A next step will be to determine whether the interaction process influences both patient and physician satisfaction, controlling for the respective predictors mentioned above.
In the assessment of quality of care, experiences of both patients and their health care providers are of relevance. Ideally, all participating parties are satisfied with the care they receive or give, even if their opinions are based on different aspects of care. Yet, even though in recent years the number of studies using physician satisfaction with specific medical encounters has been growing, physicians' satisfaction has not regularly been used as an outcome measure. Our study shows that patients and physicians may differ in their satisfaction ratings regarding the same encounter, while the dissimilar factors influencing patients' and physicians' satisfaction suggest that patients and physicians indeed form their opinion about a consultation in different ways. Our findings underline that in quality of (outpatient) care research, the use of physicians' satisfaction has additional value to patients' opinions, and we suggest that this outcome measure be incorporated in research consistently.
